Senile squalor syndrome
The case histories reported by Dr Joan Clark (May 1999 JRSM, pp. 138-140) highlight an increasingly important subject in view of our ageing population.
It is with trepidation that I write, having no qualifications in this field. However, my sister and I have lived for a large part of our lives with a relative diagnosed (late in life) as having Asperger's syndrome. I could not help wondering if this might possibly be the diagnosis in the first case described. There are so many points which tally exactly with our experiences: a person of average intelligence but who knew little of everyday affairs; her troubles seem to have been lifelong, suggesting a developmental problem; all her life was spent in the same house (with her parents as long as they lived); she was always known as an eccentric; nothing had been altered in the house and nothing repaired or replaced; she had never varied her diet; the piles of neatly stacked papers brought to mind the piles of tax returns, together with threats of prosecution, found in my relative's home (this is someone who had a college degree); once in residential accommodation she was happy to fit in with the routine way of living.
Of course the condition had not been described when this lady was a child. But if I am right in thinking that Asperger's syndrome might be the diagnosis, it is a good illustration of the fact that such people need to be recognized early. They cannot live safe or satisfactory lives without some support and supervision. I feel that publicity needs to be given to this bewildering condition. If, as Dr Tucker suggests (May 1999 JRSM, pp. 217-219) ADHD is due to an inherited brain deficit involving the prefrontal cortex and the dopamine neurotransmitter system, it is surprising (in the light of Darwinian theory and of the condition's manifest disadvantages) that it affects so large a proportion of the male population; perhaps there have been compensating advantages that are not obvious to the twentieth century observer. In any case one cannot help worrying about the possible side-effects of long-term treatment with amphetamines both on the central nervous system and on the pulmonary circulation.
It is clear that the apparent hyperactivity displayed by children exhibiting this syndrome is due to their inability to focus and hold attention on one thing at a time, with a consequent butterfly-like behaviour as contrasted with that of the busy bee. It reminds one of the stage of excitement seen by anaesthetists as patients go under, and of the similar state some children get into at bedtime or when given phenobarbitone. Could it not be-even if there are longterm ill effects on cerebral development that the syndrome is a response to our present-day child-rearing practices as a result of which few children get the undivided attention of an adult for long at a time or the opportunity to play in the self-absorbed state of mind described by Winnicott as requiring 'someone to be alone with'? We have no difficulty in attributing psychological disturbance to abnormalities of brain function; why not vice versa? Not every apparently innate disposition is genetically determined, and genes that are necessary for the exhibition of a trait are not necessarily sufficient.
John A Davis 1 Cambridge Road, Great Shelford, Cambridge CB2 5JE, UK GDC's guidance on anaesthesia Professor Strunin (June 1999JRSM, pp. 326-327) is surely an experienced anaesthetist, as he is the President of the Royal College of Anaesthetists, but what does he know of general dental practice? He says 'It is interesting to note that, following the ruling of the GDC in November 1998, the number of general anaesthetics for dentistry in the UK has fallen by some 70%. To my knowledge no patient has been disadvantaged. .'. Firstly, it is not interesting that the figures have dropped. It is inevitable if the conditions were imposed in a way that put most anaesthetic providers out of business over night. I'm surprised it wasn't 100%.
To get a protocol arranged with the local hospital has been difficult in some areas, impossible in others. Some trusts simply won't agree one. So lots of us have patients simply waiting for a general anaesthesia (GA) facility to reemerge. When they do, as they will, you will see an upsurge again. I can't persuade all my GA patients to have sedation. With informed consent, they understand the difference and reject it. They are prepared to take the very small risk associated with dental GA. Perhaps Professor Strunin should look at other anaesthetic areas where the risk is higher. Brian Westbury 4A Crouch Street, Colchester, Essex C03 3ES, UK Manuka honey against Helicobacter pylori All varieties of honey have antibacterial properties due to the osmotic effects of their high sugar content. Manuka honey (from New Zealand) has particularly potent antibacterial activity. This remains the case even when the honey is diluted, thus negating its osmotic effects, and in the presence of the enzyme catalase, thus eliminating activity of glucose oxidasel. Al Somal et al.2 reported that, in vitro, a 5% manuka honey solution possessed bacteriostatic properties against Helicobacter pylori. The Body Shop magazine Naked Body highlighted these results and suggested that 'for ulcer relief it is recommended that you eat a tablespoon of the honey spread on bread an hour before each meal. ' We recruited (with informed consent) twelve nondiabetic patients who had positive CLO tests but normal gastroscopies. Active H. pylori infection was confirmed with 14C urea breath tests. Six patients were treated with a tablespoon of manuka honey four times a day for 2 weeks and six were treated with honey and omeprazole 20 mg twice a day for the same period. A repeat 14C urea breath test was performed 4 weeks after completion of treatment regimens. This particular batch of manuka honey possessed non-peroxide antibacterial activity equivalent to 11.7% phenol (compared with 13.2% used in the in-vitro experiment). All twelve patients remained positive for H. pylori as demonstrated by 14C urea breath tests. After the trial they were offered conventional eradication therapy.
We conclude that manuka honey is ineffective at eradicating H. pylori. If honey is effective against dyspepsia, it is not through an effect on H. 
